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The National Reporting & Learning

England

System (NRLS)

www.england.nhs.uk

The Health and Social Care Act 2012 makes NHS England
responsible for “systems for collecting and analysing information
relating to the safety of services” provided by the NHS

The NRLS is a database of patient safety incident reports
submitted by organisations across the NHS, and directly by
patients, specifically for purposes of learning

Trusts regularly upload incident reports from their local systems
to the NRLS, where they are interrogated by national patient
safety experts to spot trends, specific incidents of concern, or
emerging risks to patient safety

This triggers action to help address the identified issues/risks
through the provision of advice and guidance, e.g. a Patient
Safety Alert




NRLS Data

NHS

England

 NRLS has been in operation for around 10 years, and now contains

~10.25m reports

No Harm 6,975,235
Low 2,551,408
Moderate 624,191
Severe 67,471

T7O/
Death 31,651 °
TOTAL 10,249,956*

 Currently, only reports of severe harm or death are reviewed
individually by national patient safety experts, due to capacity

constraints

« Volume of reporting and requirements of the NRLS has increased —
Indicator 5a, increasing local performance management

www.england.nhs.uk

*Figures correct on 9" May 2014
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Turning data into learning — in one
month...

¢ 1300 Individual review and theming of
' death & severe harm NRLS +
Issues from other routes
/\v/
25 Incidents discussed
c. at Virtual Response
Team
Miniscopes
(focused
NRLS review)

www.england.nhs.uk



Patient Safety Alerts

Patient
Safety
Alert

6 June 2014

et reference murber.NHSPSAMIZUIAI00E
Mlert stage._One - Warring

A sevious incident b been reported tm the NALS in which a vecsum

Stage One: Warning

Risk of using vacuum and
suction drains when not
clinically indicated

England

Actions

Who:  All acute hospitals

‘where surgery is

performed

When: As s00n s possible
but na later than
4 July 2014

in & Redivac™ Bctte had decressed, ¢
was vacuurmest. The deain rapily filed with biood:
‘and kater died. i kely that the fluid drained was

T further aimost dentical incidents had been reported to the NALS
previcusly; these cases aso relste 1o patients with a CSF leak fallowing
s gy bt hey e . o the e

An incient il e s e
e cccurmed o a sl
patiet had a revisicn spinal decompresion. An accdental
é Consider i immediste sction needs

10 be taken locally and deveicp an
ction plan, ¥ required, 10 decease
the rsk of the cecurrence of & smils

ot to be auumed and | peseraly spoke fa te DU purse o0

Fricay prm e confirm this &ncfexpisin why shis was to happen et
The drain was vacuumed over the weekend and a significnt
amount af CSF ws dr é Disserminate the information from
s At to sl st imved in
Using a proprietary vacuun drein when draires ahar
ontrendiateddeaty Cests the sl f gnicat patent ek surgery.

Ecug tent huren erro, a5 e Tt in
e e et et s ey ey anatve | /AN, Sore s larin o b
dirains to which vacuumed bostles cannot be atsached, and the labeling ivestigations or ocaly developed
of hains 10 specity $at they are not 1o be vacumed oo pradtice resources by emaling:
patintsafetyenquires@ahs net.

Although these thre incdens related to newrcsurgeny: this dlert
being deseminated more widely. & the practioe may have reievance to
cther surgical speci i

Patient Safety | Domain 5
www england nks ki

Contact us: patientaafety enguiiesnis.net
g o for regdar updates: mvwengland. rhs kfpatientaafety

www.england.nhs.uk

England
Stage Three: Directive
Improving medical device
incident reporting
and learning
20 March 2014
dllert reference nurmber: NHSPSADIR 014006

Patient
Safety
Alert

Hert stage_Thres - Divective

45 England and the MHRA are working together i semply and increase reporting, improve data quslity, maximise
learring and guide practice 1o mirimmise harm fram medica csices incidems By

-]
Puibiic | leatth
Enaland

Patient

+ Safety
Alert

6 March 2014

lert reference number. NHSPSARE/2014008
Alert stage: Two - Resources

a large family af bacteria that usually e harmexsly
e gt of g armara s a2 oong pac, can <ause
wious nfecions Wordwide, 3 smal buf incacing

e
e hwebmdmmby WHO ol i e
enzymes made by some strains of these bacteria,
wnch alow rem o sy crbamenem aiiotcs and et ressance
Increasing trenck in ors, clusters and outbreaks of

produc {CPE) rave
manumberawamm ogard Thire .2 g sk o i pratiem

prevention, weatmen: ard control. Inadequte meazure: 10 prevert and
pati

a have e,

wihe sy requine mone camplex treatment ta manage ther infectian, and
cpitals:in terms of wand casures and protracted pabent stays. As aresuft
of the escalating problem, Pulic Heahth Ersgiand (PHE) is providing national
suppart for ongaing effort to control and reverse rising trends with the
am of minmeang mortdty ard preveréng further outbreais. Secause the
P resources are now avaiable NHS England has been able 1o procesd 1o
muing a Stage 2 alert without a previous 512

PHE hae recerely published 2 soalkitfor acute trusts 1o assint them with
the early detection, and control of cabapenemase-producing
Akey ipect of ke special

erly known 1o have high
o F P o UK et it e e o ocsesis o P2

This slert & 10 bring ths signficant infection prevention and con
challree e ton o the NS and 1 gnpe o bt el
0 5uppcet the NHS in beth controling exting trararmissicn prablems and
preverring further preac.
The waikit slong with ‘UK Standsrds for Microbicicgy Ivestigatians:
g af Bacteria with Carbapencm

can be found at:

webdiERwebs andare

BSAC arebicissusceprbiysing guidance s aslbe

vrvres b arg contemticeh FO2UAS iesing-and-Reporting
guidance

mplementation advice on the tooklit can be cbiained from local PHE
Cerres: waavw gou uigeriernmentipublicahor i he centre addresses are
phene-numbertphe-docak-andHregionak contact-detaiis

alpdt

England

Addressing rising trends and
outbreaks in carbapenemase-
producing Enterobacteriaceae

Actions

Who:

Chief Executives of
NHS trusts and
foundation trusts
providing acute care
and independent
hespitals

When: To commence

A

A

A

Note:

immediately and
completed by
30 June 2014

Bring this alert 1o the notice of the
Divector fox Infection Prevertion and
Control (DPC) ard infection control
Staf to instigate the development
of the board level CPE mansgement
plan.

i disevssion with relevart cinical
experts essablih if Brere s/ have
een cases af CPE in the orgarisation
‘and consider if immediate sctian

i required locally to reduce the

sk of Such an incdent / outbresk
ocaring

i the light of the local stuation the
verttion ard Control

Trust's pians for acdressing CPE.

This alert & being sent to
GPs for information

Pauent Safety | Domain 5
wwneengland nhs ukipatientsafety

o pubesrtntp sy Al

e s ezt

& ot OGS0 g gEap s

= sharing incident data

Continse to report separately to the MHRA
Another patient safety alert will then be fsa)

Actions (Target date for comp

&

Patien Safety | Domai

wuw england nhs uhpaumuam,

betwoen the M an

512 by develaping a rew integraned Masiond

Allfarge* healtheare prowider
manimon meara s £\
trusts, community pharmacy
maltiples, home healthcare
ompanies and thre Inthe
independent

S England, reducing the need for duplicate data erery by frotine

England
Stage Three: Directive
Improving medication
error incident reporting

and learning
20 March 2014

Aert reference nurber. WHSFSADIZ014005 ert stsge. Thvee - Directive.

iderefy a board leveldrector
{medical or raning pported by a

HHS England and MHILA are werking together 1o smpify and increase reporing, improve dama report quaity. maamise.
Jearming and guide practce to minemese harm from medication eors by:

i comrmnity pharmacy, or hame
meafth care, 3 zenior manager

tior example a Superintendent
harmacist) o have the resporsisiity
o overses medical device incident
repaning ard learing:

dereiy M es Sofery
it (M) 2w s
cantact detals o the Cera
lering Syztem {CAS)taam. This
perianwil suppart locl medical

. between MHRA and NHS England recucing the need for cupicate data entry by fremline aff;

+ providing new types of feedbad: from the National Reperting and Learning Systemn (NRLS) and M- to improw
eaming o el

+ carfing medcnion safety roles and iderifying ey safety contacts a allow kecter communication between local and
ratonal levels; and,

4 setiing up a Natioral Medication

5.2 new forum for, safy s,
st of medicnes. T 2l wark: with new Panient Safety
imeravernert Collaboratives that wil be set up during 2014,

The vellow Card Scheme for reporting suspected adverse drig reations 10 the MHAA will continue ta operate as
mal.

Actions (Target date for completion 19 September 2014)

Al lrge* heatthare prowders Small* healthcare providers
including NieS Truss, incladi
pharmacy multipies, home dental practices, community

1o improve medication ssfety
The MSO can aica use learing
40 rfuence poiicy, planring

and those pharmacies and thase in the and commissioning 2 part
i the independent sector should: independent sector should of cirical govemance in e
& idemify 2 board level direcior & continue to reper medation commioning arganaton;
{medical or nursing supported by the error incidents to the NELS =,
e el S N R
pharmacy and webie, and rom the NHLS and the MHRA
supetniendent pharmacst, to have the 2kt

©
respaneibiiny o cuerses medication in reperting and learning

ot ingdent reporting and learring:

and mecication safety locally

professional groues and

of 2 new Natonal Medication Safety Heahtheare commissoners
Metwork, suppart local medication including Area Teams, and A exising muti-prafessonal
et reporng and earing and act Clinical Comenissioning Groups ~ F92P
the main contactfor NHS England and ar invited to: supporting information
MG 2o & identya M50 and emai thelt  =pone et informatian ta

A dentify an essting or rew mulh conmact detais 1o the CAS team, mplementation ofthi guidanes &

o

medicaton emar indiders ragorts,

avaiatle at:
weenngrngland.nb ubfpatientsetyFiA

improue repecbng snd lesrming and

take local acion 1o improve medicatian

ey

the National Medication Sefety
suppor reperting and
learring and take local acbons

Patient Safety | Domain 5
wwencengland nks uk/patientsafety

ngland: patientsatelycuiriedBiok< et
maconigiarceaniceOrhra gsl g Lk

England

http://www.england.nhs.uk/ourwork/patientsafety/psa/
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The task

 We need a reporting and learning system that will help improve the
ability:
 of all healthcare-associated organisations to report more
effectively (eg non-acute settings, Independent Sector, devolved
nations)

» to develop better learning that supports more improvement
* to provide greater transparency of patient safety data
* toreduce risks associated with:

* Duplication and omission

 lack of standardisation

» the gap between the capabilities of the NRLS and the needs
of the NHS, patients, and other users

* Therefore, seeking to develop a successor to the NRLS, building on
Its success and making it fit for the future

www.england.nhs.uk
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Confounding factors

« Many people, with differing needs, have an interest in the data:
e Ministers
« Patients/Carers/the public
e Other bodies — CQC, MHRA, commissioning groups
» Professional organisations
* Provider organisations
* Individuals — NHS staff, researchers, policy officials
e Other parallel systems doing similar tasks: STEIS (for Serious
Incidents — not just in patient safety), specialities (eg CORESS

for surgery), Devolved Governments — Wales, Scotland and
Northern Ireland...

www.england.nhs.uk
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NRLS Questionnaire

* In May 2014, stakeholders were asked to complete a short
guestionnaire about their views on the future of reporting
and learning systems for patient safety incident data

e Over 600 people responded

* High level results can be viewed here:
https://fs2.formsite.com/res/resultsReportCharts?EParam=
M%2FOMK8apOTAd8Y4p2frd70mbtmluQSU|12C0O%2Bcxz
IberWeVIiB0%2FmIAAIGIwWFDdon2%2BycBO9iaxE%3D

* Respondents identified their key aims for a new system

www.england.nhs.uk


https://fs2.formsite.com/res/resultsReportCharts?EParam=m/OmK8apOTAd8Y4p2frd7OmbtmIuQSUj2CO+cxzjberWeVIiB0/mIAAl6fwFDdon2+ycBO9iaxE=
https://fs2.formsite.com/res/resultsReportCharts?EParam=m/OmK8apOTAd8Y4p2frd7OmbtmIuQSUj2CO+cxzjberWeVIiB0/mIAAl6fwFDdon2+ycBO9iaxE=
https://fs2.formsite.com/res/resultsReportCharts?EParam=m/OmK8apOTAd8Y4p2frd7OmbtmIuQSUj2CO+cxzjberWeVIiB0/mIAAl6fwFDdon2+ycBO9iaxE=

Summary: “If a single patient safety incident reporting and
learning system were introduced, what do you think its

first, second and third priority aims should be?”

NHS

England

To make reporting easier

To reduce the need for multiple or duplicate reports
about incidents

To improve the quality of data about patient safety
incidents overall

To increase opportunities to learn from mistakes both
locally and nationally

To support local and national improvements to patient
safety practice and culture

To create an integrated incident reporting and risk
management system

To improve access to data and support the
transparency agenda for patients

To bring together learning from all sectors of
healthcare

To support specialty-specific incident reporting and
learning

To support performance management at a local
and/or national level

Other

o

50 100 150

200

i

W 1st
m2nd
0 3rd

www.england.nhs.uk
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Challenges identified
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Key challenges — the patient

NHS

England

perspective

A “one experience” system linking all feedback in all settings -
complaints, learning, compliments - that is easy to access and
simple to use

Allow for measurable and narrative feedback — remember
patient experience makes up 1/3 of quality

Clarity over the ownership of a report, learning, and actions

Cultural shift within the patient community as well as NHS
towards ownership of health, experiences, and learning
opportunities

See evidence of commissioners taking an active role in
learning, improvement and the reduction of harm

Provide appropriate support and information to patients
wishing to report or contribute to learning - eg PALS, leaflets,
follow-up

www.england.nhs.uk
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Key challenges so far...

 Keep learning as a priority

« Expand and tailor feedback

 “Joined-up” data — integration and interoperability

e Supports prevention rather than cure — near miss data?

« Simplicity — one port of call, accessible, intuitive

e Supports and enables cultural change; local AND national

« Multi-use: standardised data, accessible, flexible, future-
proof

* Fits current NHS delivery models

www.england.nhs.uk
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High level timeline

@ |03 |4 |1 |Q2 [ |4 [o1 [ |03 |4

Phase One

GENERAL

ELECTION

Procurement Build

www.england.nhs.uk



Timeline for 2014/15

Phase One:

Information and
opinion gathering

Phase Two:

Options exploration
and development

Stakeholder

Engagement

Phase Four:

Development of
business case

www.england.nhs.uk
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England

*Gap identification

eDirection setting Q4 13/14-
eKey uses — what role should the system fulfil? Q1 14/15
eFeatures, functions, facilitation

Stakeholder input Q2-3
eLong list of options 2014/15

eTechnical feasibility

eStakeholder sounding
eIncorporate feedback
*Options appraisal: costs, timescales, alignment, benefits, fitness for the future, etc
eStrategic Outline Case

eQutline Business case
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Possible solutions

v




NHS

England

Options identification

* Turning the intelligence gathered from stakeholders into
options to develop and appraise

* Working with technical, legal, economic and industry
colleagues to draw up outline plans for each option

New
New integrated integrated

reporting and multi-
New front-end learning system functional
to rationalise reporting,
Add-ons to access to learning and
existing multiple incident
NRLS systems management
infrastructure system

To be assessed against a five-case model for progression

www.england.nhs.uk
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Some desirable features 1

Single system for all patient safety incident reports —
mandatory or for learning

Accessible from multiple settings, across providers,
remotely, and to patients/the public

Specific patient/public-facing access points, linked to
existing feedback routes and channels of support

Some incident management functionality to cover the
software gap in non-acute settings

Remodelling of data capture to better align with current
conceptualisations of risk and harm

Governed by appropriate data standards to improve data

guality and utility

www.england.nns.u
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Some desirable features 2

* Interoperable with other data sources such as patient
records and other local systems, both push and pull

* Linked to complaints systems, to incorporate learning from
other sources of patient input

 Open up database to more generalised access — increase
opportunities for review, scrutiny and research, including by
patients/the public

* Built-in tools to enable meaningful analysis for all users

* Free-text analysis tools to help process large quantities of
narrative data

www.england.nns.u
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Some desirable features 3

Expand types and routes of feedback — tailored to user
groups, reinforcing value of reporting

Surveillance function — automatically (or otherwise) detects
trends that may be cause for concern

Supports and enables patient safety culture at ground level
...and a wide variety of other possibilities!

v

www.england.nns.u
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